INTRODUCTION {#sec1-1}
============

Trichobezoar is a mass of swallowed hair forming a concretion in the gastrointestinal tract, usually seen in adolescent girls, with a history of psychological disorder.\[[@ref1]\] Gastric trichobezoars attain a large size before becoming symptomatic, are generally not amenable to endoscopic removal and are often removed surgically. Laparotomy, mini laparotomy and laparoscopic-assisted removal have been routinely practiced. Laparoscopic removal of gastric trichobezoars has been reported, but the concern with this technique is the difficulty in complete removal of the large bezoar without spillage of hairs in the peritoneal cavity.\[[@ref1]\] Most of the reports are laparoscopic assisted, utilizing an extended incision to facilitate direct removal from the peritoneal cavity. There have also been reports of removing the bezoar piecemeal through one of the port sites, but only in adolescents and older children.\[[@ref2]\] Boys account for 10% of all patients and most are children above 6 years.\[[@ref3]\]

CASE REPORT {#sec1-2}
===========

A 4-year-old boy was incidentally detected to have a mass abdomen by his paediatrician when he was being evaluated for a respiratory infection. There were no symptoms pertaining to the mass. On examination he had a 15 cm × 10 cm firm to hard mass in the epigastrium and left hypochondrium. Ultrasound of the abdomen showed a solid mass occupying the entire stomach, possibly a trichobezoar. This was followed by CECT to confirm the diagnosis. Retrospective history was then elicited. This was a Sikh (a community in which the male members also leave their hair long) child who had moved to a new city 1 1/2 years previously and had problems settling down at the new preschool. Parents noticed that he would pull out and chew his hair. They said the problem resolved spontaneously after 6 months when they and the teachers along with child psychologist helped the child adapt to the new environment.

He was admitted for laparoscopic removal of the trichobezoar. Under general anaesthesia, a diagnostic endoscopy was first performed. A 5-12 mm trocar was placed through the umbilicus which was used initially for a 10 mm zero degree telescope and later for the endostapler and endobag. Three 5-mm ports, one each in the epigastrium, right hypochondrium and left lumbar regions, were placed. A pneumoperitoneum of 14 mmHg was maintained. A long anterior wall gastrotomy was made using the Harmonic scalpel^®^ . The bezoar was delivered by initially manoeuvring the upper pole out by holding the edges of the gastrotomy \[[Figure 1](#F1){ref-type="fig"}\] with graspers and then the whole bezoar pushed out of the stomach. The bezoar was gently placed in the left sub-phrenic space. The 10 mm telescope was replaced by a 5-mm scope through the epigastric port. A linear endostapler was passed through the umbilical port and the gastrotomy closed. An endobag then replaced the stapler into which the bezoar was manipulated \[[Figure 2](#F2){ref-type="fig"}\]. The mouth of the endobag was brought out through the umbilical port and the bezoar removed piecemeal till the whole bag could be delivered. This was achieved without any spillage. The procedure took 2 hours 10 minutes. Feeding was started on post-operative day 4. The child had an uneventful recovery and was discharged on post-op day 7 \[[Figure 3](#F3){ref-type="fig"}\].
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DISCUSSION {#sec1-3}
==========

Gastric trichobezoars are almost exclusively seen in adolescent girls with some underlying psychiatric illness leading to trichotillomania (pulling out hair) and trichophagia (ingestion of hair).\[[@ref3]\] However, our patient though a very young boy, had the same background of trichophagia secondary to psychological trauma. Trichobezoars usually present with pain abdomen, vomiting, failure to thrive or obstruction. Rarely it can present as an asymptomatic mass like in our patient, or with complications.\[[@ref3][@ref4]\] Endoscopic removal of small masses has been reported but surgical intervention is usually required. In a recent review of literature \[[Table 1](#T1){ref-type="table"}\] out of 109 children reported so far only 8 patients had attempted laparoscopic removal. Of these only 3 were removed completely by laparoscopy alone without extension of the port site incisions.\[[@ref1][@ref5]\] Our patient is the youngest reported to date. The limiting factor is the size and fear of spillage and peritoneal contamination. In laparoscopic removal of trichobezoar in another 4 year old, two5-mm working ports were placed in the right upper quadrant and left mid abdomen. A fourth incision was made in the left inguinal skin crease through which a 12-mm trocar was initially placed and later used as the extraction site varying from our approach slightly.\[[@ref5]\] In another case report of a 17-year-old girl, the technical variation was the performance of a gastrotomy by inserting a blunt trochar into the stomach, inflating a gastric balloon, and pulling the balloon against the stomach wall, creating a 10-mm intragastric port. Carbon dioxide was then pumped into the stomach to create 4 mmHg pressure. Using the working scope, the hair was removed in pieces.\[[@ref6]\] Others have reported removing the bezoar through a separate suprapubic incision.\[[@ref7]\]

###### 

Comparing other techniques

![](JMAS-10-154-g004)

Complete laparoscopic removal of trichobezoar is safe and possible in young children. Even in very young children, an underlying psychological stress factor can exist and needs to be simultaneously addressed in addition to the surgical management.
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